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The detrimental impact of early trauma, particularly childhood maltreatment, on mental 
health is well documented.  Although it is understood that social support can act as a 
protective factor towards mental health for children who experience such adversity, few 
studies have addressed the experience of childhood maltreatment and the important function 
of social support in adulthood.   The current study aimed to assess the mediating role of social 
support in the relationship between childhood experiences of maltreatment, and mental health 
outcomes including anxiety, depression, PTSD and problematic alcohol use in a sample of 
university students (N= 640).  Results of binary logistic regression analyses indicated that 
those reporting experiences of childhood maltreatment were at increased odds of mental 
health outcomes of PTSD, anxiety and depression, but not alcohol use. Those reporting 
greater social support were significantly less likely to report on these mental health outcomes. 
Additionally, the indirect paths from childhood maltreatment through social support to PTSD, 
depression and anxiety were all significant, suggesting that social support, particularly family 
support, is a significant mediator of these relationships. Such findings have important 
implications for the social care response to children experiencing maltreatment and future 
support for such children as they transition to adolescence and adulthood.  
 














Extensive research indicates that a significant proportion of children experience 
maltreatment, which in turn relates to adverse psychological outcomes. Of note, a great 
degree of variability in the definition of maltreatment across studies limits consistent 
meaningful interpretations (Butchart, Harvey, Mian, & Furniss, 2006). That being said, 
maltreatment experiences are broadly categorised into four main areas, namely, physical 
abuse (e.g., hitting, kicking, shaking, or other shows of force against a child), sexual abuse 
(engaging a child in sexual acts such as fondling, rape, and exposing a child to other sexual 
activities), psychological or emotional abuse (behaviours that harm a child’s self-worth or 
emotional well-being including name calling, shaming, rejection, withholding love) and 
neglect (the failure to meet a child’s basic needs such as provision of adequate food and 
clothing as well as protecting the child from harm) (DiLauro, 2004; Davies, 2013).  Children 
are at risk of such harm by not only their parents, but also individuals close to them including 
siblings, extended family, and family friends (Davies, 2013). Children in many cases may be 
too young or too afraid to disclose their maltreatment experiences (Bentley, O’Hagan, Raff, 
& Bhatti, 2016). Childhood witnessing of domestic violence has also been noted as 
significantly associated with childhood maltreatment and subsequent detrimental 
psychological outcomes (Tsavoussis, Stawicki, Stoicea, & Papadimos, 2014).    
Regional estimates of childhood maltreatment tend to be based on official reports to 
the authorities. Across the whole of the United Kingdom it is estimated that 57,000 children 
are in need of protection from some form of childhood maltreatment (Bentley, O’Hagan, 
Raff, & Bhatti, 2016). Within Northern Ireland there is an estimated 433,161 children 
residing in the region, of which 24,500 (5.70%) have been identified by Social Services as ‘a 
child in need.’ Children in need are those who require provision of services to negate the 
impact of their current circumstance on social, educational or health outcomes (Northern 
Ireland Statistics & Research Agency, 2016). Childhood maltreatment estimates are further 
complicated when we consider not only the definition used, but also the type of maltreatment 
studied (Radford, Corral, Bradley, Fisher, Bassett, Howat, & Collishaw, 2011). To date, 
much of the existing literature has tended to focus on one form of maltreatment in relation to 
risk and associated outcomes of such experiences (Edwards, Holden, Felitti, & Anda, 2003). 
Most notably, research on the impact of physical and sexual abuse in childhood has reported 
that such abuse not only adversely impacts physical health, but also the long term 




al., 2001, Springer, Sheridan, & Carnes, 2007, Beach et al., 2013).  Within Northern Ireland it 
is estimated that 250,000 adults and 45,000 children and young people have a mental health 
need at any one time, equating to one in six of the population (Department of Health, Social 
Services and Public Safety NI, 2014).  The provision of constructive support in order to 
mitigate the impacts of adverse mental health and the needs of children at risk is particularly 
important for Northern Ireland. As previously noted, outcomes associated with childhood 
maltreatment include risk of both physical and psychological harm as well as developmental 
impacts. The literature suggests that experiencing some forms of childhood maltreatment can 
result in the development of mental health disorders including posttraumatic stress disorder 
(PTSD), anxiety, and depression (Arnow, 2004). For example, Wise et al. (2001) 
implemented a case control study to assess the association between childhood maltreatment 
in the form of physical and/or sexual abuse.  The researchers found that compared with their 
non-abused counterparts, those who had experienced physical abuse were 2.2 times more 
likely to also experience depression, those who had experienced sexual abuse were 1.8 times 
more likely to experience depression, and the risk was 3.3 times higher for those reporting a 
history of experiencing both types of abuse (Wise et al., 2001).   
Further research addressing the relation between childhood physical abuse and PTSD 
noted that even after controlling for other traumatic experiences such as war and combat 
exposure, childhood maltreatment is still a significant predictor of adult PTSD development 
(Yehuda, & Charney, 1993).  The development of PTSD in this manner is suggested to be the 
result of early experiences of stress which form templates in the brain fixing a fear response 
for the purpose of survival (Teicher, 2000). The results are that children exposed to 
maltreatment are constantly in states of high alert that could assist them to avoid further 
abuse but are costly to their optimal development (Vondra, Barnett, & Cicchetti, 1990; 
Connor et al, 2003, Saltzman, 2005).  Edwards et al. (2003) utilised a community sample (N 
= 8667) of both males (45.8%) and females (54.2%) and found “an overall trend for poorer 
mental health as the number of abuse types increased was confirmed, implying that a dose-
response relation is present” (p.5).  It is also worth noting that Edwards et al. (2003) using the 
mental health scale of the Medical Outcomes Study 36-item Short-Form Health Survey 
(Ware & Sherbourne, 1992), found that although females reported a higher frequency of 
experiencing multiple forms of abuse compared to males, males reported significantly higher 
mental health scores than females (M=78.8, SD=15.5, versus M=74.8, SD=16.6) indicating 
poorer mental health among males.  Such findings are contrary to the majority of child 




maltreatment and subsequent outcomes (Dhaliwal, Gauzas, Antonowicz & Ross, 1996, 
Wegman & Stetler, 2009).  
Drug and alcohol related issues as a result of early trauma are also often cited as being 
the result of maladaptive coping or self-medication in dealing with early trauma exposure 
(Widom, & Hiller-Sturmhofel, 2001).  Differences across gender in relation to outcomes 
associated with childhood maltreatment have also been found in relation to drug and alcohol 
abuse in adulthood (Widom, & Hiller-Sturmhofel, 2001).  For example, McClellan, Farabee, 
and Crouch (1997) using a comparative sample of male and female prisoners who had 
experienced childhood maltreatment, found that adult depression and substance misuse were 
more prominent among female prisoners. Similarly, in a national survey on adolescence from 
the US, it was found that among those with experiences of maltreatment, females (vs. males) 
were more likely to endorse polysubstance use than experimental use of substances (Charak, 
Koot, Dvorak, Elklit, & Elhai, 2015).  
Although the impact of childhood maltreatment has been shown to be detrimental to 
the well-being of those exposed to such early trauma, research has also reported that not all 
children go on to report long-term negative outcomes (Rutter, 2006, Collishaw et al. 2007, 
Folger, & Wright, 2013).  Researchers such as Cohan and Wills (1985) and Frydenberg 
(2004) highlighted the importance of protective factors that act to shield an individual from 
developing problems in the face of adversity. Generally, research addressing trauma exposed 
populations tends to focus on individual components of interest, that is, those who have 
experienced childhood maltreatment and subsequent mental health outcomes (Springer, 
Sheridan, Kuo & Carnes, 2007).  What research studies fail to consider is that these 
experiences tend to happen within a social system in which an individual is embedded 
(Southwick et al., 2016).  These systems are complex and may differ at the micro level.  
Some individuals may have stronger support systems at the individual level compared to 
others, which makes them better able to cope in the face of adversity (Cohan, 2004). Factors 
such as social support from family and peers (including emotional and instrumental 
assistance, Pearson, 1983), and healthy relationships with supportive adults, influence a 
child’s healthy development and can help buffer potential adverse psychological 
consequences (Cohan & Wills, 1985, Cohan, Underwood, & Gottlieb. 2000, Frydenberg, 
2004, Sperry, & Widom, 2013).   
The advantage of social support towards building resilience is said to be the result of 
an individual’s ‘perceived’ or ‘received’ support’. Perceived support refers to subjective 




offered) during times of need (Haber, Cohen, Lucas, & Baltes, 2007). This type of support is 
particularly important in relation to resilience and coping as if an individual believes that 
significant resource is available during times of stress, they are more likely to believe they 
can cope with adverse circumstances. ‘Received support’ on the other hand relates to 
available supportive actions (e.g., advice or comfort) offered usually during an individual’s 
time of need (Haber, Cohen, Lucas, & Baltes, 2007). Although received support has been 
noted as providing beneficial functions, the literature suggests that perceived social support 
offers greater benefits towards mental health (McDowell & Serovich, 2007).  For example, 
Seeds’, Harkness and Quilty (2010), reported that lower levels of perceived social support 
was associated with depressive symptoms in a group of adolescents who had experienced 
childhood maltreatment and/ or peer bulling (n = 101). The researchers noted that 
maltreatment and bullying were “related to depressive symptoms through adolescents’ 
perceptions that they are isolated from their support system and that others will be 
unavailable to assist them when they need aid” (p.8).  Similarly, Väänänen, Marttunen, 
Helminen, & Kaltiala-Heino, (2014) using a sample of 2038 adolescents taking part in the 
Adolescent Mental Health Cohort (AMHC) Study, investigated the relationship between 
perceived social support and mental health.  The researchers found that those reporting lower 
levels of perceived social support were more likely to report depression.   
Although it is well understood that social support can act as a protective factor for 
children during these early experiences, fewer studies have addressed the experience of 
childhood maltreatment and social support in adulthood (Sperry & Widom, 2013); and the 
extent to which social support is associated with adult psychopathology.  Furthermore, in 
favour of the social support deterioration model perspective, Oshio, Umeda and Kawakami 
(2012) suggest that in some cases, ‘social support moderates or buffers the negative impact of 
childhood maltreatment but it is also possible that social support mediates, rather than 
moderates, the impact of such experiences on mental health in adulthood’ (p.2). Research by 
Sperry and Widom (2013) addressed this quandary in their prospective cohort study including 
adults with a history of childhood maltreatment. The researchers found that those who had 
experienced childhood maltreatment reported lower levels of perceived social support in 
adulthood compared to those who had never had this experience.  That said, social support 
was found to mediate the association between childhood maltreatment and anxiety and 
depression in adulthood but not illegal drug use (Sperry & Widom, 2013). 
Conversely, studies have also documented that adults reporting childhood 




Banyard, 2006. Previous research has identified problems in social relationships, for example 
loss of trust, as a salient issue for survivors of childhood maltreatment (Bourdon & Cook, 
1993), making it difficult for such individuals to form nurturing peer relationships 
particularly during childhood through to adolescence (Kim & Cicchetti, 2014; Vaillancourt-
Morel et al., 2016). Additionally, it has been evidenced that childhood maltreatment can 
impact on children and adolescences behavioural and psychosocial functioning (Diaz, & 
Petersen, 2014).). This in turn can result in peer rejection, as noted by Kim and Cicchetti 
(2010), ‘those who have experienced childhood maltreatment report problematic peer 
relations at disproportionately high rates.’  Furthermore, survivors of childhood maltreatment 
have also been found to have difficulties establishing and maintaining healthy intimate 
relationships in adulthood (Colman & Widom, 2004), they have greater fear of intimacy and 
prefer distance in interpersonal relationships (Reyome, 2010), which could potentially be 
associated with lower perceived social support from one’s intimate partner. Nevertheless, 
considering the study by Sperry and Widom (2013), it would appear that if social support is 
available to individuals who have experienced childhood maltreatment; it serves as a 
protective factor against negative mental health outcomes. 
The work of Sperry and Widom (2013) highlighted the important mediating function 
of social support for adults who have experienced childhood maltreatment.  Moving beyond 
the work of Sperry and Widom (2013), the current study aimed to assess the mediating role 
of perceived social support from family, peers, and intimate partners in the relationship 
between childhood experiences of maltreatment, and mental health outcomes, including, 
anxiety, depression, PTSD and problematic alcohol use. We hypothesised that 1) those 
reporting any experience of childhood maltreatment will be more likely to also report mental 
health problems, such as PTSD, depression, anxiety, and alcohol usage; 2) those reporting 
greater social support will be less likely to report on these mental health problems; and 3) 
social support will act as a mediator between childhood maltreatment and mental health 
outcomes, such as PTSD, depression, anxiety and problematic alcohol usage. In other words, 
social support may lead to decreased negative mental health outcomes among those who 
experience childhood maltreatment.  
Method 
Participants 
The present study was conducted as part of a research programme examining the 




violence (IPV), on mental health outcomes among students attending a University in 
Northern Ireland between October 2014 and March 2015. All procedures were approved by 
the institutional ethics committee. A total of 25,000 participation invitations were distributed 
via e-mail through the university’s mailing system. The email contained details of the survey 
and a link to complete it via Qualtrics. Participants were provided with an incentive for 
participation, they were entered into a lottery to win one of six Amazon vouchers redeemable 
for £50 each. A total of 1,416 responses were received yielding a response rate of 6%, an 
unsurprisingly low rate considering that of other studies examining experience of childhood 
maltreatment (Hovdestad, Campeau, Potte, & Tonmyr, 2015). Of these, 750 participants were 
excluded for not completing the relevant measures or for missing over 20% of data on one or 
more of the measures. Additionally, we excluded 26 participants who did not report the 
relevant demographic information, leaving an effective sample of 640 university students. 
Measures 
Sociodemographic Characteristics: Relevant sociodemographic characteristics 
included in the current study were participants’ gender, age and relationship status. Gender 
and relationship status were used as binary variables, with the latter coded as ‘in relationship’ 
and ‘not in relationship’. 
Social Support: The Multidimensional Scale of Perceived Social Support (MSPSS; 
Zimet, Dahlem, Zimet, & Farley, 1988) is a 12-item scale measuring individually perceived 
social support across three domains: support from friends, family and from a significant other 
i.e. intimate partner (4 items each). Responses are recorded on a 7-point Likert scale ranging 
from “Very strongly disagree” (1) to “Very strongly agree” (7). Total social support scores 
are calculated by summing up all responses and dividing this by 12. Subscale scores are 
calculated by summing up responses on each subscale and dividing this by 4. Cronbach’s 
alpha in the current sample was .95 for the whole measure and .95, .94 and .97 for friends, 
family and significant other respectively. 
Childhood Maltreatment: Childhood maltreatment was screened using four items 
adopted from Christoffersen, Armour, Lasgaard, Andersen, and Elklit (2013). These items 
recorded the frequency with which respondents reported experiencing physical, psychological 
and sexual abuse as well as exposure to neglect before the age of 12. Responses for these 
items ranged from 1 (Never) to 6 (Almost Always). This was then used to produce a binary 
coded variable denoting the presence or absence of exposure to any form of maltreatment. 
Those who reported “Never” or “Hardly ever” experiencing any form of maltreatment were 




“Sometimes”, “Frequently”, or “Almost always” experiencing any of the four forms of 
maltreatment were coded being in the ‘Maltreated’ group (coded as 1). 
Posttraumatic stress disorder (PTSD): PTSD was assessed using the PTSD 
Checklist for DSM-5 (PCL-5; Weathers, Litz, Keane, Palmieri, Marx, & Schnurr, 2013). The 
PCL-5 is a standardised 20-item self-report inventory measuring the respondents’ experience 
of PTSD symptomatology according to DSM-5 criteria (APA, 2013). Each item questions to 
what extent, (“Not at all” to “Extremely”), respondents have suffered from specific symptoms 
of PTSD. Scores on the PCL-5 range from 0 to 80 with higher scores being indicative of 
greater symptomatology. The present study divided respondents into “Symptomatic” and 
“Non-symptomatic” groups using the recommended cut off score of 33 (Weathers et al., 
2013). The PCL-5 has good psychometric properties in a variety of populations (Wilkins, 
Lang, & Norman, 2011), and good internal consistency in the current sample (α = .96). 
Depression: Depression was assessed using the Patient Health Questionnaire-9 
(PHQ-9; Kroenke, Spitzer, & Williams, 2001). The PHQ-9 is a widely used screening 
measure of depressive symptomatology with each item based on the DSM-IV definition of 
major depressive episode. Questions are posed as to what extent respondents have 
experienced depressive symptoms over the previous two weeks ranging from “Not at all” to 
“Nearly every day” with a possible score range of 0 - 27. A cut-off score of 10 was chosen 
for the current study as this has been shown previously to be reliable in distinguishing 
symptomatic and non-symptomatic groups (Kroenke et al., 2001, Tamburrino, Elhai, 
Prescott, Cohen, et al., 2013). The internal consistency of PHQ-9 was good in the current 
sample (α = .92). 
Anxiety: Anxiety was assessed using the Generalized Anxiety Disorder Assessment 
(GAD-7; Spitzer, Kroenke, Williams, & Lowe, 2006). The GAD-7 is a 7-item questionnaire 
screening for the frequency of experienced symptoms of anxiety over the previous two 
weeks. Scores range from 0 (“Not at all”) to 3 (“Nearly every day”) yielding a total possible 
score range of 0 – 21. The GAD-7 is a reliable screening tool of anxiety disorders in the 
general population (Löwe et al., 2008) and in the current sample, it had good internal 
consistency (α = .918). According to the recommendations of Spitzer et al. (2006) the current 
study used a cut-off score of 10 to distinguish symptomatic and non-symptomatic groups. 
Problematic Alcohol Use was assessed using the Alcohol Use Disorders 
Identification Test (AUDIT; Babor, Higgins-Biddle, Saunders, & Monteiro, 2001). The 
AUDIT is a 10-item screening tool for the presence of harmful and hazardous alcohol use as 




possible score range of 0 – 40 for the entire measure. Balodis, Potenza, & Olmstead (2009) 
noted that frequent alcohol consumption and binge drinking behaviours may be considered 
common in the U.K. student population and hence the current study utilised a cut off score of 
10 to distinguish the problematic and non-problematic alcohol consumption groups. The 
AUDIT has good psychometric properties as a self-report measure of alcohol use and the 
recommended cut off score of 10 has been validated in groups where alcohol consumption is 
normal (Daeppen, Yersin, Landry, Pécoud, & Decrey, 2000; Babor et al., 2001). The internal 
reliability in the current study was good (α = .82). 
Data analysis 
The total amount of missing data in the effective sample (N = 640) was 0.29% and 
Little’s MCAR test showed that the data was missing completely at random χ2 = 3167.060, df 
= 3280, p = .920. The expectation maximization algorithm was used to impute the missing 
values. 
The analysis was conducted in three steps involving binary logistic regressions. First, 
in Model 1, the binary coded childhood maltreatment was specified as a predictor of the 
binary coded mental health outcomes (PTSD, depression, anxiety, alcohol use). The 
covariates (gender, age, relationship status) and the three mediator variables (social support 
from friends, from family, and from a significant other i.e., intimate partner) were included in 
the model, but their pathways were fixed to zero. The reason for this was to keep the number 
of parameters equal across the models to enable their direct comparison. In Model 2, the 
paths from the covariates to the mental health outcomes were freed and estimated alongside 
the paths from childhood maltreatment to the mental health outcomes. Gender and 
relationship status were entered into the model as binary variables and age was used as a 
continuous variable. The paths to and from the mediator variables remained fixed. Finally, in 
Model 3 social support from family, friends and a significant other served as mediators 
between childhood maltreatment and the demographic covariates on one side and the mental 
health outcomes on the other side. The paths to and from social support were therefore freely 
estimated in Model 3. Figure 1 depicts the final mediation model. All models were estimated 
in Mplus 7.3 (Muthén & Muthén, 2015) using the robust maximum likelihood estimator 
(MLR). 
***FIGURE ONE HERE*** 
Results 
In the effective sample of 640 participants, 167 (26.09%) experienced one or more 




maltreament, 55 (8.59%) experienced two types, 13 (2.03%) experienced three types and 
seven participants (1.09%) experienced all four types of childhood maltreatment. Overall, 
psychological maltreatment was the most common, reported by 19.22% (n = 123) of the 
whole sample, followed by physical maltreatment (16.88%, n = 108), neglect (3.75%, n = 24) 
and sexual maltreatment (2.19%, n = 14). Table 1 presents the demographic information and 
the descriptive statistics for the social support variables and the different measures of mental 
health outcomes by childhood maltreatment. 
***TABLE ONE HERE*** 
The three social support variables showed moderate to strong correlations with each 
other (rs = .49 to .61, p < .01), suggesting that social support from friends, family and 
significant other are distinct constructs. Multicollinearity between the social support variables 
was not a problem in the current sample (Tolerance = .51 to .58; VIF = 1.73 to 1.96). Since 
the relationship status and social support from a significant other are also conceptually 
related, we examined the relationship between these two constructs using point-biserial 
correlation. The two constructs were found to be only moderately related (r = -.37, p < .01), 
suggesting that individuals in a relationship are more likely to report higher levels of social 
support from a significant other. Since the correlation was only moderate, both variables were 
used in subsequent analyses. 
The results of the logistic regressions are presented in Table 2. In Model 1, the direct 
effects from childhood maltreatment to PTSD, depression and anxiety were all significant, 
with odds ratios ranging from 2.39 to 4.09. Interestingly, childhood maltreatment did not 
predict alcohol use. In Model 2, which included the covariates, the direct effects from 
childhood maltreatment to PTSD, depression and anxiety remained significant (ORs 2.56-
4.03). Some of the covariates also predicted the mental health outcomes; PTSD, depression 
and anxiety were all predicted by gender with females scoring higher than males on these 
outcomes. Alcohol use was predicted by male gender. Anxiety was additionally predicted by 
younger age and those individuals who were not in a relationship were more likely to have 
alcohol use problems (see Table 2 for ORs and CIs). The chi-square difference test showed 
that Model 2 fit significantly better than Model 1 (χ2 = 45.644, df = 12, p < .001). All the 
paths from childhood maltreatment and the covariates to the mental health outcomes that 
were significant in Model 2 remained significant in Model 3, which was the full mediation 
model. By adding the three variables of social support into the model, all the ORs from 
childhood maltreatment to the mental health outcomes were reduced. Individuals reporting 




point on PTSD, depression and anxiety, suggesting that social support from family acts as a 
protective factor, reducing the likelihood of these mental health outcomes (see Table 2 for 
ORs and CIs). Additionally, social support from friends was a significant predictor of 
anxiety, such that individuals reporting greater support from friends were significantly less 
likely to score above the cut-off point for anxiety. The indirect paths from childhood 
maltreatment through social support from family to PTSD, depression and anxiety were all 
significant and so was the indirect path from childhood maltreatment through social support 
from friends to anxiety. These types of social support are therefore significant mediators of 
these relationships. The chi-square difference test showed that Model 3 fit significantly better 
than Model 2 (χ2 = 277.046, df = 24, p < .001). 
***TABLE TWO HERE*** 
Discussion 
The current paper assessed the relation between childhood maltreatment, social 
support and mental health outcomes, including, anxiety, depression, PTSD and problematic 
alcohol use using a sample of adult university students from Northern Ireland.   Firstly, it is 
important to note that the majority of participants in the current study sample, who reported 
ever experiencing childhood maltreatment, reported experiencing more than one form of 
abuse.  This finding is consistent with the existing literature which reports that childhood 
maltreatment is generally not an isolated or singular experience (Charak & Koot, 2015; 
Finkelhor et al., 2011; Edwards et al., 2003).  Research addressing exposure to multiple 
forms of childhood maltreatment notes this as a ‘complex trauma’ whereby children exposed 
to one form of maltreatment are also likely to be exposed to other forms of abuse and 
adversity (Charak & Koot, 2015; Dong et al., 2004; Higgins & McCabe, 2000).  This 
cumulative risk is said to be the result of exposure to multiple risk factors (Tseloni & Pease, 
2003).  It is suggested that a number of risk indicators including, age, gender, socio economic 
status and home environment including exposure to parental partner violence can increase the 
possibility of a child experiencing one or more forms of abuse (Tseloni & Pease, 2003, 
Finkelhor, Turner, Hamby & Ormrod, 2011).  For example, findings of the US National 
Survey of Children’s Exposure to Violence (NatSCEV) showed that of the 4,549 children 
aged 17 and under, 38.7% reported experiencing more than one type of direct victimization in 
the previous year (Finkelhor et al., 2011). Moreover, the researchers also found that children 
experiencing more than one form of maltreatment were more likely to reside in families 
experiencing considerable violence, parental substances misuse and mental health problems 




form of maltreatment (Finkelhor et al. 2011).  The current study finding that psychological 
maltreatment was the most commonly reported form of abuse is not surprising given the 
known risk factors of childhood maltreatment (Finkelhor et al., 2011).  If children reside in 
homes whereby their parents or care providers’ circumstances result in risk of child 
maltreatment it can be presumed children’s emotional needs would be impinged upon.  It is 
suggested that emotional and psychological harm are also core issues in all forms of 
childhood maltreatment with the greatest potential for harm over time given that effects, 
unlike physical abuse, are not immediate (Garbarino & Garbarino, 1994).    
A further consistent finding of the current study was the predictive relation between 
childhood maltreatment and mental health outcomes of PTSD, depression and anxiety 
(McLafferty, Armour, McKenna, O'Neill, Murphy, & Bunting, 2015) but not alcohol use 
(Armour, Shorter, Elhai, Elklit, & Christofferson, 2014). The number of male participants 
exposed to childhood maltreatment within the current study was notably smaller than the 
number of females, which may have contributed to the non-significant relationship between 
childhood maltreatment and alcohol use.  Nevertheless, the finding that females were higher 
on mental health outcomes of anxiety, depression and PTSD, whereas only males were higher 
on problematic alcohol use is of interest.  As previously noted, a small body of research 
which has addressed gender disparities in the relation between early trauma and adult 
psychopathology noted that, although both males and females may be exposed to similar 
types of maltreatment, subsequent associated outcomes may differ (Trickett, & McBride-
Chang, 1995, Thompson, Kingree and Desai, 2004, Charak, Koot, Dvorak et al., 2015).  
These differences are suggested to be the result of dissimilar coping styles whereby females 
tend to internalise feelings, thoughts and emotions when distressed whereas males tend to 
externalise or act out through anti-social behaviours such as problematic alcohol use 
(Hamblin, 2016). Additionally, some literature suggests that excessive drinking among males 
who have experienced childhood maltreatment is motivated by attempts to self-regulate 
emotions associated with anxiety and depression (Goldstein, Flett & Wekerle, 2010).  In this 
sense, males tend to use alcohol to improve their mood, modulating positive affect rather than 
coping negative effects (Goldstein, Flett & Wekerle, 2010).  Further understanding of alcohol 
use motivation in relation to adults, both male and female, who have experienced childhood 
maltreatment, would be useful.  Moreover, the current research findings also highlighted that 
individuals who were not in a relationship were also more likely to have alcohol use 




towards such issues.  A sample with a greater proportion of males for future exploration 
would be useful.     
Consistent with the work of Sperry and Widom (2013) and the wider social support 
literature (Cohen, Gottlieb, & Underwood, 2000) was the finding that those who had 
experienced childhood maltreatment and reported greater social support were significantly 
less likely to report PTSD, depression and anxiety, suggesting that social support is an 
important protective factor in relation to mental health outcomes.  More specifically, the 
current study findings highlight that those reporting greater support from family are less 
likely to experience PTSD, depression, and anxiety.  Additionally, the current study also 
found that indirect paths from childhood maltreatment through family support to PTSD, 
depression and anxiety were all significant as was the indirect path from childhood 
maltreatment through social support from friends to anxiety, suggesting that these types of 
social support are significant mediators of these relationships.   
As previously discussed, the theoretical literature proposes that social support should 
be viewed as dimensional (Perceived or Received support) (Armstrong, Birnie-Lefcovitch, & 
Ungar, 2005), providing a number of functions depending on the transaction between the 
recipient and the provider.  The type of stressor, characteristics and attributes of the recipient 
and types and sources of available social support influence how social support will function 
(Taylor, 2011).  These functions can be split into emotional, informational, tangible and 
companionship or sense of belonging (Armstrong, Birnie-Lefcovitch, & Ungar, 2005).  It can 
be conceived that given the potential for long term bonds with family, an individual may feel 
and are being provided with most if not all of the functions of social support via family 
whereas interpersonal relationships with peers or others may only provide some of these 
functions but not all depending on the state and circumstance of the relationship. If an 
individual is struggling with previous childhood experiences which are known to elicit 
feelings of fear, mistrust and isolation (Kendall-Tackett, 2001); the perceived availability of 
support which also offers feelings of being understood, in control and accompanied, would 
enhance one’s ability to cope effectively.  Family in this sense acts as a stress mediator, 
fostering resilience particularly where adult psychopathology is concerned (Gurung, 2006, 
Southwick et al. 2016).  
Limitations 
The current study was cross-sectional in design unlike the work of Sperry and Widom 
(2013) which was a cohort design making direct comparisons of findings across both studies 




account for poly-victimisation within the mediation model, due to small numbers of 
participants endorsing different types of maltreatment.  Furthermore, the current study did not 
take into account childhood history of any therapeutic intervention and did not control for 
type of perpetrators (i.e. family members). Participant’s social support was measured via a 
self-report measure which reflects the participants’ perceptions of their current social network 
provision and not necessarily the support they have been offered/ provided previously.  
Furthermore, support can also be provided more formally via statutory or voluntary services, 
which participants may have availed of but was not controlled for; for example current 
university support services or health and social care support services. That being said the 
study queries current mental health status (past few weeks) highlighting current support 
conditions and needs.  Finally, the current study did not ask about experiences of trauma 
beyond 12 years of age thus subsequent trauma was not controlled for in relation to mental 
health.  Nevertheless, the significant mediation findings of social support remain.    
Conclusions and Implications 
The current study findings have added to the extant literature reporting on the 
important implications of childhood maltreatment and subsequent adult psychopathology 
(Arnow, 2004, Thompson, Kingree & Desai, 2004, Sperry & Widom, 2013, McLafferty et 
al., 2015).  Furthermore, study findings further emphasize the important role that social 
support can play in protecting against such adverse outcomes (Sperry & Widom, 2013).  
Within Northern Ireland this is particularly important given the region’s high rates of children 
considered at risk and also the high rates of suicide among young people in this region 
(Largey, Kelly, & Stevenson, 2009).  Although a direct link has not yet been established, it is 
suggested that childhood maltreatment may be among some of the adversities associated with 
suicidal ideation among young people (Devaney, Bunting, Davidson, Hayes, Lazenbatt, & 
Spratt, 2012).  It is important moving forward that early intervention in response to childhood 
maltreatment considers the needs of the child and the social system in which a child resides. 
This could perhaps be best reflected with further development of child protection policies.  
For example, Thompson (1995) suggested that policy agenda’s which encourage a whole 
family approach to social support to abuse-prone families can potentially prevent child abuse 
and neglect and protect against subsequent adverse outcomes.  Furthermore, if services draw 
on existing social strengths in the form of family or peer support, children may begin to foster 
the resilience needed to better protect their mental health as they develop.  In this sense, 
greater consideration is needed by social services for the care pathway in which children may 




their family home and placed in alternative care. This is particularly salient in relation to 
‘looked after children’. Furthermore, continued and consistent support (including psycho 
educational interventions) from services should extend to care-takers of maltreated children 
and to maltreated children themselves as they transition into adolescence and adulthood.  
The current study findings also highlight that a number of young adults attending 
university have had a childhood maltreatment experience and that this experience has 
impinged upon their mental health. The University UK’s Guidelines on Student Mental 
Health Policies and Procedures for Higher Education (2015) supports the holistic ‘healthy 
settings’ approach to promoting health and wellbeing among students. Whilst many 
universities offer an array of peer support and information for students regarding mental 
health, this is type of support facilitates problem focused coping. Moving forward, it is 
important for both educators and policy makers within higher education to think about and 
develop strategies to address the needs of those who have experienced childhood 
maltreatment and consider how perceived social support can be improved among this cohort 
and incorporated into student well-being and support strategies. Based on current study 
findings, increased perceived social support should help towards building significant 
resilience, lessening the adverse mental health symptoms associated with early adversity and 
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Demographics and descriptive statistics by childhood maltreatment 
Variable 
Maltreated group 
(n = 167) 
Non-maltreated 
group 
(n = 473) 
 
Age Mdn 22.00 21.00 U = 33800.50** 
Gender     
Male N(%) 37 (22.16) 119 (25.16) 
χ2 (1) = .60 
Female N(%) 130 (77.84) 354 (74.84) 
Relationship status    
In relationship N(%) 106 (63.47) 326 (68.92) 
χ2 (1) = 1.67 
Not in relationship N(%) 61 (36.53) 147 (31.08) 
PTSD    
Total score Mdn 20.00 8.00 U = 24447.50*** 
Above/Below cut-off N(%) 68 (40.72) / 99 
(59.28) 
68 (14.38) / 405 
(85.62) 
χ2 (1) = 51.18*** 
Depression    
Total score Mdn 9.00 5.00 U = 26512.00*** 
Above/Below cut-off N(%) 78 (46.71) / 89 
(53.29) 
121 (25.58) /352 
(74.42) 
χ2 (1) = 25.71*** 
Anxiety    
Total score Mdn 7.00 4.00 U = 26589.50*** 
Above/Below cut-off N(%) 59 (35.33) / 108 
(64.67) 
88 (18.60) / 385 
(81.40) 
χ2 (1) = 19.51*** 
Alcohol use    
Total score Mdn 8.00 7.00 U = 37470.50 
Above/Below cut-off N(%) 69 (41.32) /98 (58.68) 160 (33.83) / 313 
(66.17) 
χ2 (1) = 3.01 




Total score Mdn 4.67 5.75 U = 26177.50*** 
Family Mdn 4.25 5.75 U = 24939.50*** 
Friends Mdn 4.75 5.50 U = 30378.50*** 
Significant other Mdn 6.00 6.25 U = 35082.50* 
Note. All continuous variables were non-normally distributed. Significant differences between maltreated and 
non-maltreated groups based on Mann-Whitney U tests and chi-square difference tests are denoted by ***p 




Table 2  
Odds ratios and confidence intervals for direct and indirect effects. 




OR (95% CI) 
Model 2 
OR (95% CI) 
Model 3 







PTSD        
Child abuse (no 
abuse) 
4.09(2.74-6.11)*** 4.03(2.68-6.06)*** 2.93(1.90-4.52)***  0.37(0.11)*** 0.07(0.06) -0.01(0.02) 
Age - 1.00(0.97-1.03) 1.00(0.97-1.02)  0.00(0.00) 0.00(0.00) -0.00(0.00) 
Male gender 
(female) 
- 0.58(0.35-0.96)* 0.54(0.31-0.92)*  0.01(0.05) 0.03(0.03) -0.01(0.01) 
In relationship (not 
in relationship) 
- 0.66(0.44-1.01) 0.63(0.38-1.02)  -0.10(0.06) 0.01(0.02) 0.07(0.12) 
SS Family - - 0.72(0.61-0.84)***  - - - 




SS Significant other - - 1.05(0.89-1.23)  - - - 
Depression        
Child abuse (no 
abuse) 
2.55(1.77-3.68)*** 2.65(1.82-3.86)*** 1.99(1.34-2.95)**  0.25(0.09)** 0.09(0.06) -0.01(0.02) 
Age - 0.98(0.96-1.00) 0.98(0.95-1.00)  0.00(0.00) 0.00(0.00) -0.00(0.00) 
Male gender 
(female) 
- 0.55(0.36-0.85)** 0.51(0.32-0.80)**  0.01(0.04) 0.04(0.03) -0.01(0.01) 
In relationship (not 
in relationship) 
- 0.81(0.56-1.17) 0.78(0.51-1.18)  -0.07(0.04) 0.02(0.02) 0.07(0.10) 
SS Family - - 0.80(0.70-0.91)**  - - - 
SS Friends - - 0.87(0.76-1.00)  - - - 
SS Significant other - - 1.05(0.91-1.21)  - - - 
Anxiety        
Child abuse (no 
abuse) 




Age - 0.97(0.94-1.00^)* 0.97(0.94-1.00^^)*  0.00(0.00) 0.00(0.00) 0.00(0.00) 
Male gender 
(female) 
- 0.60(0.37-0.98)* 0.54(0.32-0.91)*  0.01(0.03) 0.06(0.04) -0.00(0.01) 
In relationship (not 
in relationship) 
- 0.98(0.65-1.46) 0.94(0.58-1.52)  -0.05(0.04) 0.03(0.03) 0.03(0.12) 
SS Family - - 0.84(0.72-0.98)*  - - - 
SS Friends - - 0.81(0.69-0.95)*  - - - 
SS Significant other - - 1.02(0.88-1.19)  - - - 
Alcohol use        
Child abuse (no 
abuse) 
1.38(0.96-1.98) 1.44(0.99-2.10) 1.37(0.92-2.04)  0.11(0.08) -0.07(0.05) 0.01(0.01) 
Age - 0.98(0.96-1.01) 0.98(0.96-1.01)  0.00(0.00) 0.00(0.00) 0.00(0.00) 
Male gender 
(female) 




In relationship (not 
in relationship) 
- 0.61(0.43-0.87)** 0.67(0.45-0.99)*  -0.03(0.03) -0.01(0.02) -0.04(0.10) 
SS Family - - 0.91(0.80-1.03)  - - - 
SS Friends - - 1.10(0.97-1.26)  - - - 
SS Significant other - - 0.97(0.85-1.11)  - - - 
Note. ***p < .001; **p < .01; *p < .05 
 CI = confidence interval; OR = odds ratio; SS = Social support 
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